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OPERATIONS  FOR  NON-MALIGNANT  DISEASE  OF    THE  STOMACH » 
Report  on  334  Cases  of  Operation  for  Non-malignant  Disease  of  the  Stomach 
By  B"  G.  a.  MOYNIHAN,  F.  R.  C.  S.,  Leeds,  England 

Surgeon  Leeds  General  Infirmary,  Lecturer  on  Clinical  Surgery,  University  of  Leeds 


IN  the  following  report  I  have  analyzed  and 
made  brief  comment  upon  all  the  cases  of 
non-malignant  disease  of  the  stomach 
which  I  had  operated  upon  up  to  Septem- 
ber, 1906.    For  convenience  of  description  the 
cases  are  arranged  in  four  groups : 
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Perforating  Ulcer  of  the  Stomach  or  Duodenum 
The  perforation  of  an  ulcer  of  the  stomach  is 
a  catastrophe  which,  in  my  experience,  never 
comes  unannounced.  In  all  patients  there  has 
been  trouble,  of  a  greater  or  less  degree  of  sever- 
ity, from  the  ulcer.  In  many  of  the  patients 
the  symptoms  have  persisted  for  months,  and  in 
some  they  have  been  of  greater  severity  in  the 
weeks  or  days  preceding  the  rupture  of  the 
ulcer. 

When  perforation  occurs,  there  is  a  sudden, 
agonizing  pain,  a  pain  which  almost  reaches  the 
hmit  of  human  endurance.    But  there  is  neither 


shock  nor  collapse,  as  a  rule.  The  pulse  at  the 
first  is  not  rapid,  and  the  abdominal  muscles 
may  not  be  rigid.  It  is  as  well  to  insist  upon 
these  points ;  for,  now  that  the  surgeon  is  asked 
to  see  these  cases  almost  immediately  after  the 
occurrence  of  the  perforation,  delay  may  be  con- 
sidered necessary  if  the  pulse-rate  is  not  quick- 
ened, and  if  collapse  and  rigidity  of  the  abdom- 
inal muscles  are  absent.  Exquisite  tenderness 
of  the  skin  I  have  always  found.  The  least 
stroking  of  the  surface  with  the  finger  is  re- 
sented. Tenderness  and  pain  on  pressure, 
though  general,  are  often  present  in  a  greater 
degree  at  one  part  than  at  another.  So  con- 
stantly is  this  the  case  that  a  careful  examina- 
tion of  the  abdomen  will  almost  always  permit 
of  an  accurate  localization  of  the  position  of  the 
ulcer  which  has  ruptured.  The  onset  of  those 
symptoms  formerly  considered  as  necessary  to 
a  diagnosis  —  collapse,  abdominal  distention, 
rapidity  and  smallness  of  pulse  —  should  not 
be  allowed  to  develop.  A  diagnosis  can  be 
made  from  the  history  of  ulcer,  the  sudden 
onset  and  the  continuance  of  intolerable  pain, 
restriction  of  thoracic  movements,  surface  ten- 
derness, and  abdominal  rigidity,  or  restriction 
of  the  normally  free  abdominal  movements. 

Early  operation  is  indicated  in  all  cases  of 
perforation.  The  incision  should  be  made  to 
left  or  right,  according  to  the  position  of  the 
ulcer  as  ascertained  by  examination.  The 
ulcer  should  be  closed  and  infolded;  excision 
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is  not  necessary.  If  the  ulcer  be  near  the  py- 
lorus (on  either  side),  and  if  its  closure  is  at  all 
likely  to  cause  an  obstruction,  or  if  a  second 
ulcer  can  be  seen  in  the  vicinity  of  the  pylorus, 
then  gastroenterostomy  should  be  performed; 
in  other  cases  it  is  not  necessary.  Drainage  is 
necessary  only  in  the  late  cases.  When  neces- 
sary, it  should  be  conducted  through  a  supra- 
pubic incision,  and  the  sitting  posture  be  in- 
sisted upon  afterwards. 

Record  0}  Cases.  I  have  under  my  care  27 
cases  of  perforating  ulcer  of  the  stomach  or 
duodenum.  In  these  27  cases  there  were  18 
recoveries  (66.6  per  cent)  and  9  deaths  (33-3 
per  cent).  There  were  10  cases  in  which  a 
duodenal  ulcer  had  perforated,  and  17  in  which 
a  gastric  ulcer  had  perforated.  In  the  first 
10  cases  there  were  6  deaths;  in  the  last  17 
cases  there  were  3  deaths. 

The  ages  of  the  patients  varied  from  17  to  44. 
The  cases  of  gastric  ulcer  were  17  in  number. 
Of  these,  3  were  males,  aged  29,  23,  and  24; 
14  females,  of  average  273^2.  The  cases  of 
duodenal  ulcer  were  10  in  number.  Of  these, 
5  were  males,  aged  44,  25,  22,  29,  40;  5  females, 
aged  17,  17,  25,  29,  38. 

The  perforation  was  found  on  the  anterior 
surface  of  the  stomach  in  15  cases;  on  the  pos- 
terior surface,  in  2  cases. 

In  one  of  my  cases  a  perforating  ulcer  on  the 
anterior  surface  was  found  at  the  operation; 
it  was  closed  in  the  usual  manner;  the  patient 
died,  and  at  the  post-mortem  examination  a 
second  perforating  ulcer  was  found  on  the  pos- 
terior surface  at  a  point  immediately  behind 
the  anterior  ulcer  ("  kissing-ulcers"). 

In  another  case,  a  gastric  ulcer  was  found  on 
the  anterior  surface,  near  the  lesser  curvature; 
it  was  closed  by  suture,  and  the  patient  did  well 
until  the  eleventh  day,  when  she  was  seized 
with  a  sudden  agony,  and  died  in  i|  hours. 
At  the  post-mortem,  the  gastric  ulcer  was  found 
to  be  soundly  healed;  a  duodenal  ulcer  was 
perforated. 

In  another  case,  two  ulcers  were  found  to 
have  perforated ;  both  were  on  the  anterior  sur- 
face, about      inches  from  each  other. 

In  one  case  the  perforation  occurred  in  the 
center  of  an  hour-glass  stomach,  and  gastro- 
plasty had  to  be  performed.  In  the  10  duo- 
denal cases,  the  perforation  was  found  in  the 


first  portion  9  times;  in  the  beginning  of  the 
second  portion  once.  In  6  cases  in  the  whole 
series,  gastroenterostomy  was  performed  im- 
mediately after  the  closure  of  the  perforation; 
in  5  of  these  cases  recovery  followed.  In  2 
cases  the  subsequent  performance  of  gastro- 
enterostomy has  been  necessary,  owing  to  the 
persistence  of  symptoms  due  to  the  ulcer  or  to 
the  scar  left  by  it.  There  were,  therefore,  18 
cases  of  recovery  from  the  perforation ;  in  5  of 
these,  gastroenterostomy  had  been  performed, 
and  in  i  gastroplasty  for  an  hour-glass  stomach ; 
of  the  remaining  12,  2  subsequently  suffered 
to  such  an  extent  as  to  necessitate  the  perform- 
ance of  a  second  operation — gastroenterostomy. 

The  present  condition  of  all  the  patients  in 
this  series  is  perfectly  satisfactory. 

Group  2 
Hemorrhage  Cases 

The  classification  of  cases  of  hemorrhage 
from  gastric  or  duodenal  ulcer,  which  I  pro- 
posed in  a  paper  read  before  the  American 
Surgical  Association  in  1903,  is  that  which  I 
still  adopt.  Hemorrhage  may  occur  in  acute 
ulcer  or  in  chronic  ulcer.  Hemorrhage  from  an 
acute  ulcer  is  characterized  by  spontaneity, 
abruptness  of  onset,  the  rapid  loss  of  a  large 
quantity  of  blood,  the  marked  tendency  to 
spontaneous  cessation,  the  infrequency  of  a 
repetition  of  the  hemorrhage  in  anything  but 
trivial  quantity,  and  the  transience  of  the  re- 
sulting anaemia. 

Hemorrhage  from  a  chronic  ulcer  may  be 
divided  into  four  classes,  the  characteristics  of 
which  are,  briefly: 

1.  The  hemorrhage  is  latent  or  concealed,  is 
always  trivial,  and  often  inconspicuous. 

2.  The  hemorrhage  is  intermittent,  but  in 
moderate  quantity,  occurring  spontaneously 
and  with  apparent  caprice  at  infrequent  in- 
tervals. The  life  of  the  patient  is  never  in 
jeopardy  from  loss  of  blood,  though  anaemia  is 
a  persisting  symptom. 

3.  The  hemorrhage  occurs  generally,  but 
not  always,  after  a  warning  exacerbation  of 
chronic  symptoms.  It  is  rapidly  repeated,  is 
always  abundant;  its  persistence  and  excess 
cause  grave  peril,  and  will,  if  unchecked,  be  the 
determining  cause  of  the  patient's  death. 
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4.  The  hemorrhage  is  instant,  overwhelming, 
and  lethal. 

In  acute  ulceration,  under  which  term  prob- 
ably many  different  conditions  are  included, 
operation  is  never  necessary.  In  chronic  ulcer- 
ation, hemorrhage  is  the  cause  of  urgent  opera- 
tion only  in  those  cases  included  in  Group  3. 
It  is  the  repetition  of  the  hemorrhage  in  in- 
creasing quantity  and  at  decreasing  intervals 
that  is  the  cause,  the  only  cause,  demanding 
operation  for  its  instant  relief. 

When  operation  is  undertaken,  the  surgeon 
should  have  in  view  as  his  immediate  object  the 
securing  of  the  vessel  which  is  bleeding.  If  the 
vessel  can  be  found,  and  if  it  is  accessible,  it 
should  be  ligatured.  But  this  counsel  of  per- 
fection cannot  always  be  followed;  for  there 
may  be  more  ulcers  than  one  in  the  stomach, 
and  evidence  as  to  which  is  the  offender  is  lack- 
ing; or  no  ulcer  may  be  discoverable;  or  the 
ulcer,  when  found,  may  be  of  such  size  and  so 
indurated  that  a  large  tumor  is  formed  in  the 
stomach  or  duodenum  (in  one  of  my  cases 
there  was  an  inflammatory  mass  as  large  as  a 
billiard-ball),  a  tumor  of  such  size  that  its  re- 
moval would  involve  a  serious  and  prolonged 
operation  unsuited  to  the  patient's  weak  con- 
dition. In  place  of  the  ligature  of  the  bleeding 
vessel,  the  incision  of  the  ulcer  may  be  per- 
formed. This  is  certainly  preferable;  but  a 
far  simpler  method  —  one  I  have  adopted  on 
many  occasions  —  is  to  infold  the  ulcer  with  a 
double  row  of  sutures  in  exactly  the  same  man- 
ner as  if  the  ulcer  had  perforated.  This  infold- 
ing of  ulcers  should  always  be  performed  when 
feasible.  It  insures  that  the  vessels  supplying 
the  ulcers  from  one  of  which  the  blood  is  com- 
ing are  secured.  The  first  line  of  sutures  is 
drawn  tight,  and  all  the  visible  vessels  are 
caught  up  by  the  needle.  In  three  or  four 
days'  time  all  trace  of  the  ulcer  has  disappeared, 
and  it  is  very  difficult  to  find  where  the  sutures 
have  been  placed.  In  all  cases  of  duodenal 
ulcer,  as  I  have  before  advised,  infolding  of  the 
ulcer  or  the  closur.e  of  the  duodenum  or  pylorus 
on  the  proximal  side  of  the  ulcer  is  necessary. 

In  my  own  cases,  gastroenterostomy  alone 
has  been  performed  in  many  cases  where  hem- 
orrhage was  the  cause  of  operation.  The  re- 
sult has  been  satisfactory  in  every  instance; 
there  has  not  been  one  single  recurrence  of  the 


bleeding  in  any  case.  In  my  recent  cases  I 
have,  however,  always  combined  infolding  of 
the  ulcer  with  gastroenterostomy,  and  this  I 
now  consider  the  safest  and  best  procedure. 

Record  of  Cases.  In  33  cases  I  have  operated 
for  the  reHef  of  severe  recurrent  hemorrhage. 
The  bleeding  occurred  as  follows  in  31  cases; 
in  2  cases  no  ulcer  was  found. 
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I 

There  were  16  females  among  the  33  cases 
and  17  males.  The  distribution  of  the  ulcers 
among  them  is  shown  in  the  next  table: 
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It  is  evident  that  while  the  sexes  appear  to  be 
equally  liable  to  hemorrhage  from  an  ulcer,  yet, 
as  regards  the  source  of  the  hemorrhage  in  men, 
50  per  cent  of  the  bleeding  ulcers  are  in  the 
duodenum,  while  in  women  the  majority  (66.6 
per  cent)  are  situated  in  the  stomach.  In 
other  words,  about  73  per  cent  of  the  bleeding 
duodenal  ulcers  occur  in  men,  while  of  the  gas- 
tric ulcers  which  bleed  62.5  per  cent  are  in 
women. 

Mortality.  Six  of  these  cases  died  (18  per 
cent) ;  one  in  four  hours  from  the  operation,  at 
which  no  ulcer  could  be  found.  At  the  autopsy, 
dilated  gastric  veins  and  cirrhosis  of  the  liver 
were  demonstrated.  One  became  suddenly 
collapsed,  and  died  in  a  few  minutes,  at  the 
end  of  a  week;  the  cause  of  death  was  not 
known.  One  died  on  the  eleventh  day,  from 
pneumonia;  one  on  the  eighteenth  day,  from 
exhaustion;  one  in  three  weejcs,  from  gradual 
exhaustion  (in  this  case  the  blood  contained 
only  27  per  cent  hemoglobin  before  operation); 
one  a  few  hours  after  operation,  from  shock  and 
exhaustion.  The  patient  was  a  man,  aged  62, 
who  had  bled  repeatedly  and  copiously  from  a 
large  pyloric  ulcer. 

In  no  case  did  hemorrhage  occur  after  opera- 
tion.   In  three  of  the  cases  which  recovered. 
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the  estimation  of  hemoglobin  before  operation 
was  less  than  thirty  per  cent. 

Operative  Treatment.  Posterior  gastro-je- 
junostomy  was  performed  in  every  case,  save 
one.  In  this  case  the  ulcer  was  excised;  the 
patient  died.  In  21,  gastro-jejunostomy  was 
the  only  treatment  adopted;  2  of  these  died. 
Gastro-jejunostomy  was  combined  with  excision 
of  the  ulcer  in  2  cases,  i  of  which  died.  Gas- 
tro-jejunostomy with  infolding  of  the  ulcer  was 
done  8  times;  2  patients  died.  Gastro-jejun- 
ostomy with  infolding  of  the  pylorus  and  of  the 
ulcer  was  performed  once;  patient  recovered. 

After-results.  All  the  patients  in  this  series 
are  quite  well,  and  may  be  considered  "cured." 
One  patient  suffers  a  little  from  the  painless 
vomiting  of  bile  at  infrequent  intervals.  In  all 
other  respects  she  is  quite  well,  suffers  no  indi- 
gestion, and  has  gained  about  two  stone  in 
weight. 

Group  3 

Cases  of  Chronic  Gastric  and  Duodenal  Ulcer, 
etc. 

The  problems  which  are  raised  by  a  consid- 
eration of  the  cases  included  in  this  section  are 
too  complex  for  anything  in  the  nature  of  a  de- 
tailed examination  in  the  brief  time  at  one's 
disposal  now.  The  great  majority  of  the  cases, 
however,  may  be  summarily  dismissed  by  the 
simple  statement  that  in  cases  of  pyloric  or 
duodenal  obstruction,  gastroenterostomy  is  the 
most  efficient  operation  in  affording  relief.  If 
the  ulcer  be  active,  it  should  be  infolded  or  in- 
cised, the  former  by  preference,  as  being  easier, 
quicker,  and  equally  effective.  If  the  ulcer 
area  be  extensive,  multiple  ulcers  being  found 
in  the  pyloric  region  of  the  stomach,  with  per- 
haps an  ulcer  or  ulcers  beyond  the  pylorus, 
Rodman's  operation  —  that  is,  excision  of  the 
ulcer-bearing  area  —  may  be  practised.  If 
an  ulcer  in  the  pyloric  region  has  to  be  excised, 
the  wound  left  after  its  removal  may  be  en- 
larged to  permit  of  Finney's  operation  being 
performed.  My  own  opinion  is  very  emphatic- 
ally in  favor  of  posterior  gastroenterostomy 
for  all  cases  of  simple  ulcer,  whether  simple  or 
multiple,  involving  the  pyloric  region  of  the 
stomach  or  the  duodenum.  With  gastroen- 
terostomy the  infolding  of  the  ulcer  should  be 
combined. 


When  the  ulcer  is  seated  along  the  lesser 
curvature  of  the  stomach,  it  is  better  to  excise 
it;  in  a  few  cases  it  is  possible  to  infold  it,  but 
excision  is  probably  safer,  though  certainly 
more  difficult.  Gastroenterostomy  must  be 
combined  with  excision,  if  there  is  a  second 
ulcer  near  the  pylorus.  If  the  ulcer  on  the 
lesser  curvature  is  solitary,  gastroenterostomy 
is  not  necessary  when  the  ulcer  is  excised,  and 
may  not  give  complete  relief  when  the  ulcer,  if 
large,  is  allowed  to  remain.  I  have  twice  per- 
formed gastroenterostomy  alone  in  such  con- 
ditions, and  though  both  the  patients  have  im- 
proved, they  are  not  quite  well.  In  three  cases 
I  have  dealt  directly  with  the  large  ulcer,  and  in 
all,  the  result  has  been  perfectly  satisfactory. 

One  of  the  chief  difficulties  in  the  early  sur- 
gical work  upon  diseases  of  the  stomach  was 
concerned  with  the  making  of  an  accurate  diag- 
nosis. Now,  after  we  have  been  able  in  a  large 
number  of  cases  to  set  side  by  side  the  details 
of  the  clinical  history  and  the  disclosures  of  the 
operation-table,  the  difficulties  are  very  con- 
siderably lessened.  For  example,  duodenal 
ulcer,  in  a  very  great  proportion  of  cases,  can 
be  diagnosed  without  any  physical  examination 
of  the  patient.  The  story  he  tells  in  his  anamne- 
sis might  often  have  been  learnt  by  heart  from 
a  written  description,  so  exactly  are  the  details, 
even  the  hours  of  the  onset  of  pain,  recited. 
But,  in  all  cases,  accurate  observations  should 
be  made  as  to  the  length  of  stay  of  food  in  the 
stomach;  the  chemical  reactions,  the  bacterial 
flora,  the  digestion  leukocytosis,  should  all  be 
investigated.  Repeated  stasis  of  food  for  over 
twelve  hours  means  organic  disease;  it  is  not 
found  apart  from  organic  disease.  I  place  a 
high  value,  though  not  a  certain  reliance,  upon 
the  chemical  analysis.  In  addition,  the  surface 
examination  of  the  abdomen  by  Mackenzie's 
method  enables  one  quite  frequently  to  localize 
the  position  of  an  ulcer.  From  every  side,  help 
is  coming,  and  we  are  now  able  to  make  an 
accurate  diagnosis  of  ulcer  and  of  its  situation, 
in  the  duodenum  or  stomach,  and  if  in  the 
stomach,  or  its  whereabouts  therein,  in  certainly 
the  great  majority  of  the  cases.  The  operation 
of  gastroenterostomy  that  I  prefer  is  the  pos- 
terior no-loop  operation  described  in  my  book, 
Abdominal  Operations.  1  prefer  the  posterior 
to  the  anterior  method  for  a  number  of  reasons, 
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which  I  need  not  now  repeat;  the  ehmination 
of  the  loop  in  the  posterior  method  makes  the 
operation  no  more  difficuh,  and  the  results 
are  more  satisfactory.  The  only  point  which 
seems  to  me  to  require  further  consideration  in 
order  to  perfect  the  technique  of  this  operation 
is  the  direction  of  the  opening  between  the 
stomach  and  intestine.  In  the  description  I 
give  in  Abdominal  Operations  (2d  ed.,  pp.  171 
et  seq.)  the  anastomosis  is  shown  (p.  188)  to 
leave  an  opening  whose  direction  on  the  stom- 
ach is  from  above  downwards  and  to  the  right. 
W.  J.  Mayo  has  recently  suggested  that  the 
opening  should  be  from  above  downwards  and 
to  the  left,  isoperistaltic  with  the  jejunum  (see 
p.  192).  In  deference  to  so  eminent  authority, 
I  performed  a  series  of  operation  in  this  way; 
the  result  was  that  two  cases  (not  included  in 
this  series,  as  the  operations  were  in  September 
last)  suffered  more  from  bilious  vomiting  than 
any  I  have  seen  since  my  very  early  days. 
This  led  me  to  observe  in  all  cases  the  natural 
jejunal  direction;  and  I  found  that  it  was  by 
no  means  constant.  The  first  few  inches  of  the 
jejunum  beyond  the  flexure  may  go  to  the  left 
along  the  pancreas,  horizontally  or  even  very 
slightly  upwards,  or  downwards  and  to  the 
right  towards  the  appendix,  or  in  any  direction 
between  these  two  extremes.  In  my  recent 
operations  I  have  first  observed  accurately  the 
direction  which  the  jejunum  takes  when  the 
colon  is  raised,  and  I  have  then  so  made  the 
anastomosis  that  this  direction  is  preserved 
when  the  operation  is  completed.  Since  doing 
this  I  have  had  no  untoward  events  to  record. 
To  make  the  anastomosis  always  in  one  direc- 
tion, either  in  the  fine  Mayo  suggests  or  in  that 
which  I  suggest,  is,  I  think,  wrong.  In  all  the 
cases  operated  on  by  me,  when  the  anastomosis 
was  made  downwards  and  to  the  right,  only 
two  patients  suffered  in  any  troublesome  degree 
from  bihous  vomiting.  In  a  smaller  number 
operated  on  Rith,  the  anastomosis  in  "Mayo's 
direction,"  two  patients  suffered  to  a  far  more 
serious  degree.  Neither  the  one  method  nor 
the  other,  then,  is  always  right,  but  the  principle 
of  maintaining  the  normal  jejunal  direction  in 
all  cases  will,  I  hope,  solve  the  last  technical 
difficulty  in  the  posterior  no-loop  operation. 

In  four  cases  I  have  found  the  duodenum 
ending  on  the  right  side  of  the  spine;  this  neces- 


sitated a  slightly  different  method  being 
adopted. 

Case  Records.  The  operations  in  this  series 
number  248,  and  were  performed  on  239  pa- 
tients. There  were  two  deaths.  The  follow- 
ing classification  of  the  cases  seems  the  most 
satisfactory : 


Cases 

Deaths 

A.  Gastric  ulcer,  duodenal  ulcer,  gastric  and 
duodenal  ulcer  

206 

5 
6 

3 
6 

3 
10 

9 

2 

B.  Cholelithiasis,  with  gastric  or  duodenal 

C.  Cholelithiasis  causing  obstruction  

D.  Gastroptosis;  no  ulcer  found  

E.  No  ulcer  found  

F.  Pyloroplasty;  in  two  of  these,  gastroenter- 

ostomy had  to  be  performed  later  (see  H) 

G.  Secondary  operations,  the  primary  oper- 

ations elsewhere  

H.  Secondary  operations,  on   cases  under 
headings  A  and  F  

Class  A 

In  this  series  are  206  cases;  91  males  and 
115  females. 

Gastric  ulcer  alone  was  found  in  138  cases. 
Duodenal  ulcer  alone  was  found  in  40  cases. 
Gastric  and  duodenal  ulcers  combined  were 
found  in  28  cases.  The  proportions  occurring 
in  the  two  sexes  are  shown  thus: 


Males 

Females 

42 

96 

Duodenal  ulcer  alone  was  found  in  .... 

3° 

10 

Gastric  and  duodenal  ulcers  together  in. 

19 

9 

Therefore  gastric  ulcer  alone  occurred  more 
than  twice  as  often  in  women  as  in  men,  while 
duodenal  ulcer  alone  is  three  times  as  frequent 
in  men  as  in  women.  If  all  the  figures  are  com- 
bined, it  is  seen  that  over  seventy  per  cent  of 
duodenal  ulcers  are  found  in  men. 

Class  B 

There  were  five  patients  in  whom  an  ulcer 
was  associated  with  cholelithiasis;  three  of  the 
ulcers  were  gastric,  two  duodenal. 

All  the  cases  were  treated  by  gastroenteros- 
tomy. In  three,  the  gall-bladder  was  also 
emptied  and  drained;  in  two,  the  gall-bladder 
was  left  alone  at  the  operation  —  in  one  of  these' 
because  the  patient's  condition  would  not  allow 
of  a  further  operation,  in  the  other  because 
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stones  were  also  present  in  the  common  duct. 
In  this  latter  case  cholecystectomy  and  chol- 
edochotomy  were  subsequently  performed  suc- 
cessfully. 

Class  C 

In  six  cases,  cholelithiasis,  or  its  results,  were 
found  to  be  interfering  with  the  proper  action 
of  the  stomach.  Five  patients  were  females; 
one,  a  male.  Of  these  six  cases,  two  had  had 
cholecystotomy  performed  before,  and  adhe- 
sions had  caused  pyloric  narrowing.  In  one  of 
these,  a  gastroenterostomy  had  also  been  done 
with  the  aid  of  Murphy's  button.  The  stom- 
ach symptoms  returned  after  a  year,  and  on 
re-opening  the  abdomen  it  was  found  that  the 
anastomosis  was  almost  closed.  A  second  gas- 
troenterostomy by  suture  was  therefore  per- 
formed. 

In  the  remaining  four  cases,  posterior  gastro- 
enterostomy and  cholecystotomy  were  per- 
formed three  times,  and  cholecystectomy  and 
gastroenterostomy  once.  All  the  patients  re- 
covered. In  all  these  cases  the  adhesions 
which  existed  between  the  stomach  or  duode- 
num and  the  bile-passages  made  it  impossible 
to  say  whether  ulceration  in  these  viscera  ex- 
isted. In  all  probability,  ulceration  was  pres- 
ent, or  had  been  present,  in  every  case. 

Class  D 

In  these  cases,  pyloric  stenosis  due  to  ulcer 
was  expected.  In  none  was  it  found,  but  in  all 
there  was  marked  prolapse  of  the  stomach,  which 
was  remedied  by  gastropexy  (Coffey's  method 
in  one  case,  with  gastroenterostomy;  Beyea's 
method  in  two  cases).  In  one  case  the  gall- 
bladder was  removed.  It  contained  a  stone 
impacted  in  the  cystic  duct;  there  was  a  large 
diverticulum  of  the  gall-bladder. 

Class  E 

In  six  cases  no  ulcer  was  found.  In  two  of 
these,  the  stomach  and  the  first  and  second 
parts  of  the  duodenum  were  much  dilated. 
These  were  probably  examples  of  a  condition 
to  which  Ochsner  has  recently  drawn  attention. 
Two  of  the  patients  had  dilated  stomachs;  one 
of  the  patients  has  suffered  from  hasmatemesis. 
In  two  cases  the  pylorus  was  said  to  be  "nar- 
rowed," but  no  mention  is  made  of  either  scar 
or  ulcer. 


Class  F 

Pyloroplasty,  three  cases;  no  deaths.  In 
two  cases  the  symptoms  returned  after  a  period 
of  improvement;  gastroenterostomy  was  per- 
formed in  both.  The  third  patient  remains 
perfectly  well  up  to  the  present;  that  is,  seven 
years  after  the  operation.  (This  patient  con- 
sulted me  again  in  January,  1907,  for  a  recur- 
rence of  his  symptoms.) 

Class  G 

Ten  secondary  operations,  the  primary  oper- 
ation being  performed  elsewhere.  In  some  of 
these  cases  the  original  condition  which  made 
operation  necessary  was  still  plainly  in  evi- 
dence; in  others,  adhesions  rendered  its  dis- 
covery difficult  or  impossible.  As  a  rule,  a 
mechanical  defect  resulting  from  the  first  opera- 
tion was  evidently  the  cause  of  the  symptoms. 
The  cases  may  be  tabulated  thus: 


Previous  Gaslro-jejtmosiomy  (6  cases) 


Condition  Found 

Operation 

No. 
Cases 

Long  proximal  loop. 
Long  proximal  loop. 
Long  proximal  loop. 
Constriction  of  distal  loop 

by  adhesion. 
Nothing  abnormal  found. 

Roux's  operation. 
Roux's  operation  and 

gastroenteroplasty. 
Lateral  anastomosis. 
Enteroplasty. 
Nothing  done. 

2 

I 
I 
I 
I 

Previous  Gastroplication 

Condition  Found 

Operation 

Pyloric  ulcer. 

Posterior  gastroenterostomy. 

Previous  Gastrolysis 

Condition  Found 

Operation 

Duodenal  ulcer;  adhesions. 

Posterior  gastroenterostomy. 

Previous  Explorations 

Condition  Found 

Operation 

Pyloric  ulcer. 

Duodenal  ulcer?  Fistula  to 
cystic  duct. 

Posterior  gastroenterostomy. 
Posterior  gastroenterostomy. 

Class  H 

In  eight  patients  whose  cases  are  numbered 
under  headings  A  and  F,  I  have  had  to  operate 
a  second  time.  One  of  the  patients  was  oper- 
ated upon  a  third  time,  so  that,  in  all,  nine 
operations  were  performed.  The  following 
shows  the  cases: 
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No. 

First  Operation 

Result 

Second  Operation 

I 

Posterior  gastro- 
enterostomy with 
Laplace  forceps. 

Return  of 
symptoms. 

Gastroenterostomy 
with  Murhpy's  but- 
ton. 

2 

Posterior  gastro- 
enterostomy by  su- 
ture. 

Regurgitant 
vomiting. 

Lateral  anastomo- 
sis. 

3 

Same. 

Hernia  into 
lesser  sac. 

Reduced;  lateral 
anastomosis. 

4 

Same. 

Return  of 
symptoms. 

Loop  found;  later- 
al anastomosis. 

5 

Same. 

Same. 

Opening  too  small ; 
gastroenteroplasty 

6 

Same. 

Constant 
vomiting. 

Gastrolysis;  no  re- 
lief. 

7 

Same. 

Same. 

Roux's  operation ; 
relief. 

8 

Pyloroplasty. 

Return  of 
symptoms. 

Posterior  gastro- 
enterostomy. 

9 

Same. 

Same. 

Same. 

The  following  is  a  complete  tabulation  of  the 
248  operations: 


f  Simple  suture  ...  i 

,  ^jj(-g]-;gj-       Roux's  operation  2 

Gastroenterostomy.    i  ti       ■         Simple  suture  ...  211 

-     }  Posterior.  ^  Murphy's  button  i 

1^  Laplace  forceps  .  3 

Pyloroplasty   3 

Gastroduodenostomy,  Finney's  operation   2 

Gastropexy   2 

Gastroenterostomy  and  gastropexy   i 

Gastroenterostomy  and  gastrostomy   i 

Infolding  of  ulcer  alone   i 

Excision  of  ulcer  alone   i 

Secondary  operations.    First  operation  by  other  sur- 
geons  10 

Secondary  operations.    First  operation  by  myself  ...  9 


248 

In  four  cases  in  the  above  list,  other  opera- 
tions were  performed  at  the  same  time  as  the 
gastroenterostomy.  These  were:  radical  cure 
of  a  right  inguinal  hernia  in  one  case,  ovariot- 
omy for  large  cyst  in  one  case,  hysteropexy  in 
one  case,  appendicectomy  in  one  case.  All 
these  patients  recovered. 

Ajter-results.  In  this  complete  series  there 
are  four  patients  who  are  "no  better. "  In  one, 
the  condition  found  was  a  contracted  stomach 
with  extensive  perigastritis.  There  are  reasons 
for  considering  the  condition  syphilitic.  The 
last  report  was  that  the  operation  "had  not 
made  much  difference." 


In  two  cases  where  no  ulcer  was  found  at  the 
operation,  the  patients  are  in  almost  the  same 
condition  as  before;  the  patients  are  "neurot- 
ic," and  operative  treatment  has  certainly  not 
helped  them  in  the  least.  In  one  of  these  cases, 
gastroenterostomy  had  been  performed  by 
another  surgeon ;  the  symptoms  —  haemateme- 
sis,  melaena,  and  pain  — ■  were  not  relieved  by 
the  operation.  I  operated  a  second  time,  but 
found  nothing  abnormal,  and  I  therefore  closed 
the  abdomen  without  doing  anything  further. 
The  symptoms  still  persist. 

In  one  case  a  large  ulcer  on  the  lesser  curva- 
ture adherent  to  the  liver  was  found.  This 
patient  has,  after  temporary  marked  improve- 
ment, relapsed,  and  is  probably  to  be  operated 
upon  again. 

In  addition,  there  are  ten  cases  which  must 
be  separately  mentioned.  In  three,  the  ulcer 
was  on  the  lesser  curvature,  close  to  the  cardia, 
with  adhesions  to  the  under  surface  of  the  left 
lobe  of  liver  and  diaphragm.  These  patients 
are  all  better  since  the  operation ;  two  of  them 
have  gained  one  and  one  half  stone,  but  all  of 
them  complain  still  of  occasional  pains,  some- 
times severe,  radiating  upwards  into  the  chest. 
In  one  of  these,  pyloric  obstruction  also  was 
present,  due  to  a  second  ulcer.  In  one,  the 
patient,  who  gained  over  three  stone  after  the 
operation,  has  lost  almost  two  stone  of  this 
increase,  and  has  to  restrict  her  food  almost 
entirely  to  semi- solids  and  fluids. 

In  three  cases  where  no  ulcer  was  found,  and 
gastroenterostomy  performed,  some  benefit  has 
resulted,  but  there  has  been  no  pronounced 
improvement  in  the  patient's  health  such  as  we 
are  now  accustomed  to  expect  after  gastro- 
enterostomy. In  two  cases  the  patients  suffer 
from  the  occasional  painless  vomiting  of  pure 
bile.  In  other  respects,  the  condition  of  both 
patients  is  quite  satisfactory;  neither  suffers 
from  indigestion  or  discomfort  of  any  kind 
after  food ;  both  eat  well,  and  both  have  gained 
weight. 

In  one  case  —  a  case  of  gastric  and  duodenal 
ulcer,  where  hyperchlorhydria  was  excessive  — 
the  patient  improved  very  little  after  operation, 
and  after  some  months  suffered  a  relapse,  in 
which  a  hemorrhage  (melaena)  occurred.  At 
a  second  operation,  performed  elsewhere,  ad- 
hesions were  found  around  the  jejunum,  on  the 
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proximal  side  of  the  anastomosis,  and  were 
taken  to  indicate  the  possible  existence  of  a 
peptic  jejunal  ulcer.  One  patient  has  been 
almost  constantly  under  treatment  since  her 
operation,  at  which  only  a  few  adhesions  around 
the  pylorus  and  about  the  lesser  curvature  were 
found.  She  is  reported  to  be  "rather  better" 
than  she  was  before  the  operation. 

The  result  in  all  the  remaining  cases  has 
been  good.  Thus,  of  239  patients  operated 
upon,  223  are  quite  well,  4  are  no  better,  and 
10  are  to  be  classed  as  indifferent  or  fair  results 
and  2  have  died.  In  the  last  151  operations  in 
this  series  there  has  been  no  death.  The  case 
mortahty  for  the  complete  series  is  0.8  per  cent. 

Gastric  Tetany.  In  this  series  there  were 
fourteen  cases  of  gastric  tetany,  of  varying 
degrees  of  severity,  from  the  simplest  to  the 
most  serious.  In  all,  the  same  conditions  were 
present  —  a  high  degree  of  pyloric  stenosis, 
moderate  or  considerable  dilatation  of  the 
stomach,  hypertrophy  of  the  stomach  muscula- 
ture to  a  degree  which  made  peristalsis  quite 
obvious,  and  prolonged  stasis  of  the  contents 
of  the  stomach.  In  every  case  gastro-enteros- 
tomy  was  performed,  and  every  patient  recov- 
ered. In  two  cases,  slight  attacks  of  tetany 
were  noticed  for  a  few  days  after  the  operation, 
and  one  patient  said  that  the  attack  which 
occurred  about  eighteen  hours  after  the  opera- 
tion was  the  worse  he  had  ever  suffered. 

Group  4 
Hour-glass  Stomach 

This  condition  is  far  more  common  than  is 
generally  supposed.  In  my  recent  cases  a 
diagnosis  has  in  every  instance  been  made 
before  operation  by  attention  to  a  series  of 
signs  which  I  have  described  fully  elsewhere. 

Hour-glass  stomach  is  probably  never  con- 
genital; it  is  always  the  result  of  cicatrical  con- 
traction in  old  ulcers. 

Hour-glass  stomach  is  not  infrequently  asso- 
ciated with  cicatricial  stenosis  at  the  pylorus. 
The  result  is  that  two  pouches  are  formed  in  the 
stomach,  each  being  obstructed  at  the  outlet. 
Since  the  cardiac  pouch  in  the  majority  of  cases 
is  very  much  larger  than  the  pyloric,  the  opera- 


tion of  gastro-enterostomy  the  cardiac  pouch 
and  the  jejunum  being  attached,  will  afford 
relief  to  the  condition.  But  in  other  cases  a 
double  operation  may  be  necessary. 

In  this  series  there  are  24  patients  upon 
whom  were  performed  26  operations,  and  i 
operation  not  completed,  the  patient  dying 
under  chloroform.  The  24  cases  included  7 
males  and  1 7  females. 

In  several  cases  the  history  is  strongly  sug- 
gestive of  a  former  perforation,  while  in  one 
case  a  perforation  was  the  cause  of  operative 
measures.    Trilobed  stomach  was  seen  once. 

Mortality.  Four  deaths  occurred  among 
the  24  cases:  one  on  the  fourth  day,  from  sep- 
ticaemia, resulting  from  a  strangulated  rectal 
prolapse;  one  on  the  third  week,  from  sup- 
pression of  urine;  one  on  the  fifth  day,  from 
pneumonia;  and  one  died  on  the  operating- 
table,  from  the  effects  of  chloroform  before  the 
operation  was  completed. 


Operative  Treatment 

Gastro-jejunostomy  alone  

Gastro-jejunostomy  and  gastro-gastros- 

tomy  

Gastro-jejunostomy  and  gastroplasty.  . 
Gastro-jejunostomy  and  dilatation.  .  .  . 

Gastroplasty  

Gastro-gastrostomy  

Dilatation  

Entero-anastomosis  

Total  


Primary 


23 


Secondary 


Of  the  secondary  operations,  the  entero- 
anastomosis  was  performed  for  regurgitant 
vomiting  after  gastro-jejunostomy;  one  of  the 
secondary  gastro-jejunostomies  was  required 
for  relapse  three  years  after  gastroplasty,  the 
other  was  performed  a  year  later,  upon  a  case 
whose  condition  at  the  first  operation  would 
only  allow  of  a  gastroplasty. 

The  hour-glass  stomach  on  which  Loreta's 
operation  alone  was  performed  was  thought  at 
the  time  to  be  due  to  malignant  disease,  but  the 
patient  made  an  excellent  recovery,  and  four 
years  later  was  reported  quite  well. 

(I  am  much  indebted  to  Mr.  H.  Upcott  for 
his  help  in  the  preparation  of  the  statistics  in 
this  report.) 


